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Abstract 
The risk of malnutrition increases with ageing, resulting in poorer health and higher risk of disease. Eating 
difficulties are important risk factors for malnutrition. Moreover, independence in relation to food and meals is 
highly rated by the elderly and has been associated with health and well-being. The purpose of this literature 
overview was to provide insights into nutritional status, food choice and preferences as well as the meal 
situations of home-living elderly (65+) people with motoric eating difficulties focusing on Scandinavia. The 
overall aim is to support independence and to prevent malnutrition. Nutritional status in the elderly was found to 
be negatively influenced by motoric eating difficulties including problems with manipulating food on the plate 
and transporting food to the mouth. Motoric eating difficulties may result in practical simplifications such as use 
of pre-prepared meals, less advanced cooking, and omission of certain meal constituents in order to avoid e.g. 
mismanagement and spillage. Eating difficulties are often accompanied by feelings of guilt and shame. Choosing 
smaller portions, reducing the number of eating episodes and not cooking independently have been associated 
with a higher risk of malnutrition. The nutritional effects of eating difficulties may be exacerbated by diminished 
chemosensory functions. Furthermore, both past and present food preferences should be considered in order to 
meet nutritional needs and meal satisfaction. Development of refined and socially accepted eating aids, in 
combination with tasty and nutritious products, is important in order to promote healthy and independent living 
among home-living elderly with motoric eating difficulties.  
Keywords: eating difficulties, elderly, food choice, malnutrition, meal situation, nutritional status  
1. Introduction  
A growing elderly population is a reality in all welfare states. The risks of ailment and malnutrition, manifested 
as impaired body function and a higher prevalence of morbidity, increase with ageing. According to Statistics 
Sweden (SCB) the proportion of elderly people (>65 years) in the population is expected to increase to 25% in 
2060 (SCB, 2014). Nowadays, approximately 250 000 elderly persons in Sweden are in need of help with their 
meals in everyday life (Bülow et al., 2007). Besides, many elderly people are being cared at home (Mattsson 
Sydner & Fjellström, 2007). This indicates a need for new approaches to prevent related complications, such as 
malnutrition, social isolation, decreased quality of life and greater pressure on the health service and elderly care 
sector. Eating difficulties are important risk factors for malnutrition (Westergren, Karlsson, Andersson, Ohlsson, 
& Hallberg, 2001; Westergren, Lindholm, Mattsson, & Ulander, 2009). Westergren and Karlsson et al. (2001) 
define eating difficulties as “difficulties that, alone or in combination, negatively interfere with the preparation 
and intake of served food and/or beverages” (p. 258). Eating difficulties may be a result of specific diseases, 
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such as Parkinson’s disease, stroke or rheumatoid arthritis (Jacobsson, Axelsson, Österlind, & Norberg, 2000), 
but may also be due to the ageing process as such. Much of the research on eating difficulties has focused on 
dysphagia (Westergren, Unosson, Ohlsson, Lorefält, & Hallberg, 2002). However, a wide spectrum of eating 
difficulties exists. Leopold and Kagel (1997) defined a five-stage “ingestion paradigm” including the pre-oral 
(anticipatory), preparatory, lingual (oral), pharyngeal and oesophageal phases (Leopold & Kagel, 1997). 
Motoric eating difficulties primarily affect the pre-oral phase and include problems such as manipulating 
food on the plate and transporting food to the mouth (Jacobsson et al., 2000; Westergren, Lindholm et al., 2009). 
Possible causes could be tremors, weaknesses such as problems with gripping and/or lifting the arm and hand, or 
involuntarily arm movements. This may also lead to problems associated with putting food on the plate, holding 
the plate when food is served, peeling fruits and vegetables, as well as setting and clearing the table. Reported 
difficulties in chewing, self-feeding, shopping for basic necessities, carrying a shopping bag, cooking a meal and 
using fingers to grasp or hold increase the risk of an inadequate energy intake (Bartali et al., 2003). Eating 
difficulties may also affect food choice, the amount and variety of food (Sidenvall, Fjellström, & Ek, 1994; 
Lorefält, Ganowiak, Wissing, Granerus, & Unosson, 2006) as well as the social context of the meal and the meal 
experience (Gustafsson, Andersson, Andersson, Fjellström, & Sidenvall, 2003). 
The primary purpose of this literature overview is to highlight the nutritional status, food choice and preferences 
as well as the meal situation of home-living elderly (65+) people with motoric eating difficulties, specifically 
focusing on problems in transporting food from the plate to the mouth. It is our conviction that knowledge of 
such limitations is a prerequisite for the efficient development of new and refined eating aids as well as food and 
meal products, which can support the elderly in healthy and independent living.  
1.1 Search Strategies 
The literature overview is primarily based on Scandinavian studies, although international articles are used to 
illustrate more general problems and perspectives in relation to the subject in question. Scientific databases, 
including PubMed, Web of Science, Science Direct and Sociological Abstracts, have been searched from 1990 
onwards, for articles including home-living elderly people, aged 65 and over. Search terms used were ‘elderly, 
eating difficulties, nutritional status, malnutrition, food preference, food choice, taste, meals, social eating’. 
‘Elderly‘ and ‘eating difficulties’ combined has been the main discriminating term, subsequently coupled to the 
other search terms in order to find relevant articles dealing with elderly with eating difficulties from different 
perspectives. Furthermore, the reference lists of relevant articles were hand searched, with resulting studies 
assessed for relevance, and have been included in the overview. 
2. Nutrition Status in the Elderly  
The elderly is a heterogeneous group in many aspects. According to the World Health Organisation (WHO) 
definition, people over 60 years of age are included in this group (WHO, 2002). However, with increasing 
longevity some countries define separate groups of oldest people. Previous research has made a division of 
chronological age into younger old (65-74), old/mid-old (75-84) and oldest old (85+) (B. Given & W. Given, 
1989). A similar definition has been stated by Field and Minkler (1988) as follows: young old (60-74), old old 
(75-84) and very old (85+). Many people 65 years and over are healthy and independent. However, a large 
number of elderly people, especially those 85 years and over, are in need of assistance and health care (Bülow et 
al., 2007; Daunfeldt, Gustafsson, Hortlund, & Rosén, 2009). Higher age is associated with higher risk of disease, 
frailty, functional disabilities, including various eating difficulties, as well as sensory losses (McLaren & 
Dickerson, 2000; Westergren et al., 2002; Johansson, Sidenvall, Malmberg, & Christensson, 2009; Rasheed & 
Woods, 2013). Therefore, proper nutrition is important in order to maintain good health. However, energy and 
nutrient requirements vary over life. Ageing and specific diseases may reduce appetite whilst the need for energy 
and nutrients increases. Many elderly people, especially late elderly, have difficulties meeting their basic 
requirements for energy and nutrients, in particular protein and vitamin D. Studies have indicated low protein 
intake among the elderly and frail elderly living at home (Tieland, Borgonjen-Van den Berg, van Loon, & de 
Groot, 2012; Westergren, Hagell, & Sjodahl Hammarlund, 2014). Ageing and associated physiological and 
psychological changes therefore increases the risk of malnutrition. Malnutrition may include overweight/obesity 
as well as underweight (Westergren et al., 2014) and has been defined as “a state of nutrition in which deficiency 
or excess (or imbalance) of energy, protein, and other nutrients causes measurable adverse effects on 
tissue/body form (body shape, size and composition) and function, and clinical outcome” (Lochs et al., 2006, p. 
182). On the other hand, the term undernutrition is primarily used “in the context of deficient energy or protein 
intake or absorption (…)” (Lochs et al., 2006, p. 182). The causes of malnutrition are complex and often diverse, 
and may be both the cause and the result of specific diseases, and a consequence of insufficient food intake. In 
this overview, malnutrition is primarily used in the context of undernourishment as a result of eating difficulties.  
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With an increased number of elderly people living in their own homes, with or without food delivery and/or 
home care, the exact number of people with malnutrition or at risk of malnutrition, is difficult to estimate. In 
studies by Russel and Elia (2008, 2010, 2012) the prevalence of malnutrition in the UK was estimated to be 
28-42% among elderly people who had recently moved to a care home or been admitted to hospital. In Sweden, 
studies have found that malnutrition occurs in about 30% of all cases of elderly people moving from their own 
homes to service housing (Christensson, Unosson, & Ek, 1999; Wikby, Ek, & Christensson, 2006; Saletti, 2007). 
Prevalence of malnutrition in Scandinavia is further presented in Table 1.  
 
Table 1. Examples of studies presenting prevalence figures of undernutrition/malnutrition risk in different 
Scandinavian countries and settings 
Setting n Nutrition 
risk, % 
Screening 
methods 
Comments References
Hospitals   
Denmark 590 40 NRS 2002 Hospitals with >200 beds Rasmussen et al. 
2004 
Norway 3279 29 NRS 2002 University hospital (975 
beds). Data collected 
2008-2009 
Tangvik et al. 
2014 
Sweden  MEONF-I Westergren, 
Wann Hansson 
et al. 2009 
Large (>500 beds) 1197 34 Eating difficulties: 58%  
Middle (200-500 beds) 824 26 Eating difficulties: 50%  
Small (<200 beds) 370 22 Eating difficulties: 42%  
Nursing homes   
Denmark 180 33 BMI <20 Beck et al. 2002
Norway 164 33  MUST Persons with dementia Aukner et al. 
2013 
Sweden  MEONF-I Westergren & 
Hedin, 2010 
Year 2005 1726 26 Eating difficulties: 53%  
Year 2007 1526 30 Eating difficulties: 52%  
Year 2009 1459 26 Eating difficulties: 53%  
Ordinary living with 
home-care/service 
  
Denmark 200 30 BMI <20 Beck et al. 2002
Norway 194 33 MUST Persons with dementia  Aukner et al. 
2013 
Sweden 579 14.5 MNA Mix of with/without 
home-care/service 
Johansson et al. 
2008 
Ordinary living 
without 
home-care/service 
  
Sweden 465 35 
(moderate 
risk) 
30 (high 
risk) 
SCREEN-II Malnutrition risk 
(including undernutrition 
risk) 
Westergren et al. 
2014 
Note: NRS 2002= Nutritional Risk Screening 2002; MEONF-I= Minimal Eating Observation and Nutrition 
Form – Version I; BMI= Body Mass Index; MUST= Malnutrition Universal Screening Tool; MNA= Mini 
Nutritional Assessment; SCREEN-II= Seniors in the Community: Risk Evaluation for Eating and Nutrition – 
Version II. 
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In a study by Soini, Routasalo and Lauri (2006), half of the patients living at home and receiving home care in 
Finland were at risk of malnutrition and 3% were malnourished. About one third of the participants living at 
home and receiving home care did not have a balanced diet. All of those who were malnourished lived alone. 
Other studies have shown that those with poor nutritional status and dependent on Activities of Daily Living 
(ADL), were often in greater need of help with food intake (Carlsson, Haglin, Rosendahl, & Gustafson, 2013). 
Therefore, home care for the elderly is recommended as one way of preventing malnutrition (Lundin, Lundin, 
Sääf, Strender, & Mollasaraie, 2012).  
Malnutrition with or without chronic disease may be the primary factor limiting both the mental or physical 
function of home-living elderly individuals (Kondrup, Allison, Elia, Vellas, & Plauth, 2003). Early detection of 
malnutrition is therefore of great importance (Westergren et al., 2002; Guigoz, 2006). Successful actions have 
been taken in the past 15 years to prevent and treat malnutrition and these have also shown that nutritional care is 
important (Westergren, Axelsson, et al., 2009; Törmä, Winblad, Cederholm, & Saletti, 2013). Screening of 
nutritional status and identifying what may be associated with nutritional problems, have proven to be useful 
interventions in preventing malnutrition (Westergren, Norberg, & Hagell, 2011; Söderhamn, Dale, Sundsli, & 
Söderhamn, 2012; Söderström et al., 2013). During recent years, new and improved screening methods have 
been developed. The Mini Nutritional Assessment (MNA), SCREEN II, NUFFE-NO and MEONF-II, among 
others, have been shown to be useful tools in identifying the need for nutrition intervention (Guigoz, 2006; 
Keller, 2006; Wikby, Ek, & Christensson, 2008; Vallén, Hagell, & Westergren, 2011; Westergren, Norberg, & 
Hagell, 2011; Westergren, Norberg, Vallén, & Hagell, 2011; Söderhamn et al., 2012). Nutritional assessment 
typically involves a weighted assessment of body weight, weight history and reporting of any eating difficulties. 
Body Mass Index (BMI) measurement has also been employed to assess nutritional status and to detect 
malnutrition, but its usefulness among those older than 70 years has been debated (Westergren, Lindholm, 
Axelsson, & Ulander, 2008). Active self-care and the overall attitudes of the elderly to nutrition is also of great 
importance in preventing malnutrition (Backman & Hentinen, 1999). For instance, study circles have been used 
to stimulate the awareness and knowledge of both staff and the elderly about self-care and how to reduce the risk 
of malnutrition (Westergren, Axelsson, et al., 2009). 
3. Nutrition and Eating Difficulties  
Eating difficulties caused by problems in manipulating food on the plate, transporting food to the mouth and 
problems with chewing and swallowing (dysphagia) are described as important causes of malnutrition or risk 
factors for malnutrition (Westergren, Karlsson, et al., 2001; Westergren, Ohlsson, & Hallberg, 2001; Ekberg, 
Hamdy, Woisard, Wuttge–Hannig, & Ortega, 2002; Westergren et al., 2002; Bülow et al., 2007; Maitre, Van 
Wymelbeke, Amand, & Vigneau, 2014). In her doctoral work, Saletti (2007) investigated the nutritional status of 
1305 elderly people in Sweden (mean age 85 years, 73% women). It was found that approximately a quarter of 
the population was malnourished and almost half of the population were found to be at risk of malnutrition. 
Problems with chewing and swallowing, reduced appetite as well as illness and depression, were more frequent 
among those who were malnourished. 
Diseases such as Parkinson’s disease, stroke and rheumatoid arthritis are often associated with eating difficulties 
(Jacobsson et al., 2000; Lorefält, Ganowiak, et al., 2006). Symptoms that affect nutrient intake and nutritional 
uptake in people with Parkinson’s disease include stiffness, tremors, slow body movements, swallowing 
difficulties, and decreased motility of the gastrointestinal tract. Parkinson's disease is also energy-consuming due 
to the symptoms mentioned above (Lorefält, Ganowiak, et al., 2006). Rheumatoid arthritis often leads to 
distorted joints, which may result in difficulties with lifting pots and pans, and gripping a knife and fork 
(Nordenskiöld, 1997). Elderly people with low handgrip strength who are living at home are also at risk of 
malnutrition (Johansson, Bachrach-Lindström, Carstensen, & Ek, 2008). Help from relatives and partners is 
well-known to reduce this risk. For instance, in a study by Andersson and Sidenvall (2001), women suffering 
from Parkinson´s disease who lived alone exhibited a greater risk of developing nutritional problems in 
comparison with married women, who could get help from their partners.  
Moreover, people who have suffered a stroke also frequently have difficulties concerning food ingestion, 
swallowing and, as a consequence, energy deficiency (González-Fernández, Ottenstein, Atanelov, & Christian, 
2013). As many types of eating problems tend to occur concurrently in these individuals, the risk of malnutrition 
is imminent (Westergren, Karlsson, et al., 2001; Westergren, Ohlsson, et al., 2001; Ekberg et al., 2002). 
Westergren and Karlsson et al. (2001) found that 80% of the patients exhibited eating difficulties after a stroke 
pertaining to: 1) eating three-quarters or less of the food served, 2) difficulties manipulating food on the plate, 3) 
transport of food to the mouth, 4) sitting position, 5) aberrant eating speed, 6) manipulating food in the mouth 7) 
swallowing difficulties, 8) opening and/or closing the mouth, and 9) alertness. Kumlien and Axelsson (2002) 
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showed that the majority of stroke patients living in nursing homes required some kind of help with eating, due 
to swallowing problems, pneumonia, forgetting to eat and poor appetite. The help needed was described as 
feeding assistance, adjustment of food and liquid consistencies, cutting up the food as well as supervision of the 
eating process. 
Managing the nutritional needs of elderly people with eating difficulties and multiple diagnoses requires 
cooperation between different professions. In Sweden, Johansson et al. (2006) observed unclear division of 
responsibilities between professional groups, deficiencies in organisations and procedures, lack of adequate 
training with regard to clinical nutrition, as well as a low interest in the field. The problem of malnutrition is 
frequently underestimated and nurses often lack both an overview and knowledge of the nutritional perspective.  
The underlying causes of malnutrition therefore vary among home-living elderly individuals with eating 
difficulties and it follows that the nutritional needs among this group may differ. Generally, energy requirements 
are reduced as compared to more active, younger or middle-aged persons, while the need for nutrients is either 
unchanged or increased, such as for protein and vitamin D (Westergren et al., 2014). Frail elderly people with 
multiple diagnoses should consume a higher proportion of their total energy intake from protein (Bauer et al., 
2013). Moreover, the lipid quality should be optimized in a diet where food is served more frequently in small 
portions. It is also important that the consistency and sensory quality of food meet the needs and preferences of 
the individual. 
4. Food Choice and Preferences in the Elderly 
4.1 Food Preferences Are Influenced by Previous Experiences and Impaired Chemosensory Capabilities 
Meals provided to home-living elderly people need to be of high quality i.e. safe, nutritious and adapted to the 
individual needs of the elderly. Past experiences of food during childhood and earlier adulthood may impact 
attitudes concerning food and meals in later life (Edfors & Westergren, 2012). The foundations of norms and 
values regarding food culture, traditions and eating habits are laid early (Edfors & Westergren, 2012). However, 
food choice is not static and may change during the course of life so that the eating habits of an individual may 
not be the same in early adulthood as they are in later life (Mattsson Sydner, 2002; Irz et al., 2014). These 
changes over time also create variations in food habits between different generations, both with regard to food 
choice as such, as well as with regard to how the meal as a whole is constructed (Mattsson Sydner, 2002). 
Furthermore, as stated earlier, the elderly is a very heterogeneous group with large general and individual 
variations regarding food choice and preferences. For example, it has been shown that in 70 year-olds, selection 
of food varies by education and occupational status while socio-economic disparities in diet quality were 
observed in men only (Cabrera et al., 2006). Maintenance of a healthy diet is one of the most important factors 
affecting food choice among older consumers and eating healthy can be regarded as an investment to ensure 
independency (Lundkvist, Fjellström, Sidenvall, Lumbers, & Raats, 2010). Insufficient resources are however, 
according to Irz et al. (2014), not a driver for poor dietary choices in Sweden and Finland. Thus, there is no 
common diet that suits the needs and wishes of all elderly people but a few recent studies indicate some general 
features that can be attributed to food for the elderly from a cultural and geographic context. 
In the study by Edfors and Westergren (2012), elderly people in Sweden described how home-cooked dishes 
made from locally produced ingredients were a common part of the diet when they were growing up. According 
to some of the respondents, meals in their early adulthood could typically consist of porridge, wholemeal bread, 
potatoes, pork, and fresh fish. At ceremonies and celebrations, freshly slaughtered meat and more luxurious food 
might have been offered. Furthermore, the diet was often based on seasonal availability and it was vital to “make 
do with what the house could offer” and to seize every opportunity to increase the food supply by, for instance, 
hunting, fishing, and picking berries (Edfors & Westergren, 2012). Today’s elderly are often used to cooking for 
themselves and they appreciate a difference between everyday meals and special occasions. 
For home-living elderly people who are provided with food, trust in the food is an important aspect. Central 
components of this trust are, amongst others, transparency and recognition. Transparency includes the elderly 
person’s possibility to know or be able to find out important food-traits like the type of ingredients, cooking 
methods and transportation used. Recognition of food is connected to the person’s own experiences of food. The 
type of food that the elderly person has eaten and been confronted with during life has resulted in experiences 
that are important to the individual and the elderly person knows from these experiences what can be considered 
as tasty, nutritious and healthy food (Bergh, 2005). Indeed, the influence of previous experiences on food 
acceptability is very important at any age (Giacalone, Duerlund, Bøegh-Petersen, Bredie, & Frøst, 2014). 
Cultural identity is thus manifested in the choice and use of food and beverages. If the food offered is unknown 
to the elderly, if a well-known dish has a new and unfamiliar name or if it tastes or smells differently, this may 
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affect the trust negatively (Bergh, 2005). If a home-living elderly person is served meals that he or she cannot 
identify with, it may lead to impaired quality of life. The core issue is the possibility to – although old and frail – 
remain the person you are and in that respect, the food that is served and eaten is central.  
For older women and men, the meaning of healthy eating has previously been shown to be identical to the notion 
of “a proper meal”, including meat or fish, potatoes and vegetables (Rothenberg, Bosaeus, & Steen, 1994; 
McKie, MacInnes, Hendry, Donald, & Peace, 2000). Mattsson Sydner and co-workers described that elderly 
people often have a general preference for food that is easy to digest (Mattsson Sydner, Sidenvall, Fjellström, 
Raats, & Lumbers, 2007). Further, according to the findings of Edfors and Westergren (2012), foods that 
contained unfamiliar spices and were too influenced by modern food trends were not appreciated. The elderly 
requested more varied old-fashioned food, cooked in the traditional way with well-known spices such as salt, 
pepper, dill, and bay leaves. In an interview-investigation by Weurlander and Gurner (2006) some informants 
expressed a desire for dishes based on, amongst other things, salmon, chicken, herring, pea-soup, freshly made 
pancakes, fermented luncheon-sausage (isterband) and new potatoes. The view of elderly as being relatively 
conservative consumers was further supported in a Finnish study where elderly (66–80 years) proved to be more 
neophobic than other age groups (Tuorila, Lähteenmäki, Pohjalainen, & Lotti, 2001). However, today there may 
be a greater tolerance among the elderly to new culinary sensations and, as an example, in a study by Johansson 
(2013) staff expressed that some people in elderly care liked trying new tastes. Evidently, what is a preference 
for one generation might not be the same for another generation. 
Another factor to consider regarding food preferences of the elderly is the well-known fact that appetite, smell, 
taste and eye-sight often decrease with age and these impairments may be exacerbated by illness or medication 
(Engelheart, Lammes, & Akner, 2005; Nordin et al., 2007; Methven, Allen, Withers, & Gosney, 2012). For 
example, people with Parkinson’s disease often have a specifically reduced sense of taste and smell (Andersson 
& Sidenvall, 2001). Sensory losses may partly be overcome by using, for example, distinct flavours and 
presentation (Rothenberg et al., 2007; Hall & Wendin, 2008). If, on the other hand, the food is monochromatic 
and mixed together, the meal may be rejected. There is not always a clear connection between enhanced flavour 
and perceived pleasantness or intake. The addition of different types of flavour enhancers has in some studies 
resulted in an increased liking, and by extension, increased intake of the food that is served, e.g. Schiffman 
(1998), while in other studies, e.g. Koskinen, Kälviäinen and Tuorila (2003), this effect has not been observed. 
Wylie and Nebauer (2011) emphasize that flavour enhancers related to life-long preferences of older people 
should be considered. In a Swedish context, natural enhancers like pickled herring, anchovy and “ättika” 
(vinegar), all characteristic for the traditional cuisine, are appreciated among elderly and used as a way to 
stimulate appetite and food intake. 
In a perceptive system where taste and smell have lost part of their significance, the roles of other factors in the 
meal experience become more important, and texture may sometimes surpass taste in importance, particularly in 
bland food (Elsner, 2002). As an example, presence of peel or seeds and hard and fibrous textures in fresh fruit 
and vegetables may make them difficult to prepare and messy to eat according to elderly (Roininen, Fillion, 
Kilcast, & Lähteenmäki, 2004) and texture-modification may be of importance in preventing malnutrition 
(Rothenberg et al., 2007) also for those with motoric eating difficulties. By combining sensory and consumer 
studies it is possible to optimize texture and product quality to meet the needs and demands of older people (Hall 
& Wendin, 2008). The development of food and meals that are well accepted among elderly therefore requires 
better knowledge to what extent the individual can perceive chemosensory stimuli, better knowledge on how to 
compose dishes with high and distinct flavours and adapted textures, and on how to choose and administer 
different types of flavor enhancers.  
4.2 Do Eating Difficulties Affect Food Choice and Preferences? 
Negative life events affect food and meals in present life (Edfors & Westergren, 2012; Maitre et al., 2014) and 
eating options are consequently limited. One example may be the onset of eating difficulties like motor 
symptoms in the upper extremities, tremor, pronation/supination and handgrip. These impairments may result in 
inconsistent effects within the lives of individuals and diverse strategies to overcome motoric eating difficulties 
may be employed, including the use of various eating aids. By using familiar dishes, food and drinks, the 
memories of smell or taste can be re-created. This can be important in enhancing the meal experience among 
elderly people suffering from e.g. Parkinson´s disease (Andersson & Sidenvall, 2001). In geriatric care settings, 
studies show that elderly people varied in acceptance of their limitations with regard to eating difficulties but that 
they all described using strategies to minimise conspicuousness and maintain dignity (Sidenvall & Fjellstrom, 
1994; Sidenvall, Fjellström, & Ek, 1996).  
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Not many Scandinavian studies focus on how the food choices of home-living elderly people are influenced by 
motoric eating difficulties. In early studies in a geriatric care setting, Sidenvall et al. (1994, 1996) showed how 
shortcuts were taken and meal constituents omitted to avoid mismanagement, spillage or inappropriate behavior 
due to motoric eating difficulties. Aids and adaptations were only accepted by those wholly dependent upon 
them; others strove to manage without. Later, Andersson and Sidenvall (2001) described that women with 
Parkinson’s disease find it easier to eat soft food with the help of a spoon when motor symptoms in the upper 
extremities are exacerbated. Eating solid food, by contrast, requires a certain degree of strength and adequate 
hand motility to manage a knife and fork. Similar problems have been described in other disabling diseases 
(Westergren et al. 2002). A decrease in intake of solid food may result in less consumption of fresh fruit and 
vegetables, which could lead to a deficiency e.g. of certain vitamins (Lorefält, Ganowiak et al., 2006).  
Convenience foods, such as precooked frozen dishes and full meals, are sometimes chosen by frail elderly who 
do not have enough strength to cook the main meal themselves (Edfors & Westergren, 2012). Prepared dishes 
may be considered easier to cook, for example, in a microwave, a cheaper alternative and sometimes better 
tasting than the food served at the municipality’s elderly day care centre (Edfors & Westergren, 2012). The 
option to choose and buy prepared dishes may also be perceived as a freedom, as compared to receiving 
meals-on-wheels, although as a permanent solution this is not without difficulties (Andersson & Sidenvall, 2001). 
Foods that are documented as problematic for persons with motoric eating difficulties include bread in loaves 
that has to be cut and buttered (Andersson & Sidenvall, 2001) as well as the presence of peel or seeds, and hard 
and fibrous textures in vegetables, which resulted in difficulties with regard to their preparation (Roininen, 
Fillion, Kilcast, & Lähteenmäki, 2004). At least two studies have shown that milk may be an important food 
item to compensate for insufficient energy intake, as it can be conveniently consumed at any time and is indeed 
commonly used by disabled women (Andersson, Nydahl, Gustafsson, Sidenvall, & Fjellström, 2003; Lorefält, 
Unosson, & Granerus, 2006). 
Impaired arm mobility may have a negative impact on the intakes of protein and energy (McLaren & Dickerson, 
2000) and, as described above, motoric eating difficulties may be part of a multifaceted explanation for weight 
loss in Parkinson patients (Lorefält, Ganowiak, et al., 2006; Lorefält, Unosson, et al., 2006). Lorefält, Ganowiak 
et al. (2006) point at specific food items, like fruit and vegetables that were in some cases omitted from the menu. 
Furthermore, elderly people with Parkinson´s disease also tended to eat less regularly and consumed fewer 
prepared meals (Lorefält, Ganowiak, et al., 2006). Swedish studies have demonstrated that men living alone and 
diagnosed with Parkinson’s disease, stroke or rheumatoid arthritis, were more at risk of malnutrition due to 
having fewer eating events per day and more seldom cooking their meals from raw ingredients (Kullberg, Aberg, 
Bjorklund, Ekblad, & Sidenvall, 2008; Kullberg, Björklund, Sidenvall, & Åberg, 2011). In the study by 
Söderström et al. (2013), few eating episodes and not cooking independently were associated with a higher risk 
of developing malnutrition. According to one study, functional impairments limiting food-related activities does 
not, however, have an independent effect on the regularity of meals (Kallio, Koskinen, & Prättälä, 2008) but the 
authors emphasize that help in carrying out food-related activities contributes to maintenance of a conventional 
meal pattern, especially important in lower socio-economic groups. Overall, this advocates the use of smaller, 
regularly administered meals with a high nutritional value for elderly people with motoric eating difficulties; it 
also indicates that hot meals are important in the overall energy intake of the elderly. Prepared meals usually 
contain more energy and nutrition than snacks do. Therefore, following the meal pattern that can be defined here 
as conventional in the Nordic countries – breakfast and two hot meals – might be an important factor 
contributing to maintaining a good nutritional status among the elderly (Kallio, Koskinen, & Prättälä, 2008).  
5. Meal Situation  
5.1 Eating Difficulties and Experiences of the Eating Situation 
Food is not only nutrients, energy or specific food items that are combined to produce certain dishes with various 
textures and flavours. Food is also part of larger social and cultural contexts. Distinct cultural norms surround 
eating; everything from selecting food, how to prepare it, when and together with whom, to the actual act of 
eating, and how and when to put food into the mouth. With eating difficulties, these norms, rules and values are 
frequently challenged and may be difficult to live up to. Food and meals are often described as important social 
events (Fjellström, Sidenvall, & Nydahl, 2001; Fjellström, 2009), even though older people commonly eat their 
meals with fewer people present compared to younger people (de Castro, 2002). However, being elderly and 
having eating difficulties may change the value and meaning of the meal as a social event. People with eating 
difficulties often experience feelings of guilt, shame and disappointments (Jacobsson et al., 2000; Carlsson, 
Ehrenberg, & Ehnfors, 2004; Fjellström, 2009; Medin, Larson, von Arbin, & Wredling, 2010). Ekberg et al. 
(2002) stated that meals should be pleasurable experiences. However, in their study the elderly participants with 
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eating difficulties described feelings of anxiety and panic during meals and avoided eating with others. Problems 
with slow eating speed as a result of eating difficulties are also described (Andersson & Sidenvall, 2001; 
Gustafsson et al., 2003; Medin, Larson, von Arbin, & Wredling, 2010). Large portions of food often became 
cold before the meal was completed. To avoid this, smaller portions were an alternative, with the risk of 
malnutrition as a consequence (Gustafsson et al., 2003). Social and cultural norms surrounding the meal may be 
perceived as an obstacle to eating with others in a social context (Jacobsson et al., 2000). Social withdrawal has 
been described as a strategy to manage the eating situation when social and cultural codes are unable to be 
followed (Gustafsson et al., 2003). Although there is no entirely clear link between eating alone and malnutrition, 
the experience of meals eaten alone, especially among women, is often described as less satisfying (Shahar, 
Schultz, Shahar, & Wing, 2001; Fjellström & Mattsson Sydner, 2009). However, people suffering from eating 
difficulties may sometimes benefit nutritionally from eating alone. 
Men and women tend to experience food and eating in relation to physical restrictions in different ways. Many 
studies in Scandinavia of food and the elderly concentrate on the perspectives of women (Fjellström & Mattsson 
Sydner, 2009). Older women often relate to food as something central to their identity (Gustafsson & Sidenvall, 
2002) and being able to cook food is considered an important and natural part of daily life. Sidenvall et al. 
(2000) describe how the planning and preparation of food and meals for family and friends, as well as enjoying 
the meal together, were natural parts of their feelings of well-being (Sidenvall, Nydahl, & Fjellström, 2000). The 
meal is described as a gift and it gives the older women increased self-esteem to be able to provide a meal 
(Sidenvall, Nydahl, & Fjellström, 2001) Losing a partner and living alone may affect food intake as well as 
attitudes to food and meals negatively. However, men seem to adapt more functionally to having to eat by 
themselves, and they are also more content with eating alone (Edfors & Westergren, 2012). Studies have 
indicated that more men eat to satisfy their hunger, without investing energy in the social aspects to the same 
extent as women (Sidenvall et al., 2000; Fjellström et al., 2001). Women’s lack of meaning and motivation to 
cook for themselves and men’s inability and lack of knowledge to cook when becoming widowers, increase the 
risk for malnutrition among elderly people living in their own homes. Accordingly, Westergren et al. (2014) 
found that an increased risk of malnutrition among home living elderly people in Sweden was associated with 
being a woman living alone (Odds Ratio (OR) 4.63) or a man living alone (OR 6.23). 
5.2 Independence as a Primary Goal 
There is great research support for the notion that elderly people want to be independent for as long as possible 
(Strandberg, 2002; Berg, Sarvimäki, & Hedelin, 2006; Fjellström, 2009). Being independent and being able to 
eat and cook for yourself, are strongly associated with well-being and increased self-esteem (Gustafsson et al., 
2003; Fjellström, 2009). Hope of recovery is often associated with the ability to eat independently (Jacobsson et 
al., 2000). In the Norwegian study, health and “being able to” were clearly linked to each other (Berg et al., 
2006). Sidenvall et al. (2001) descried how the eating, cooking and purchase of food become concrete 
expressions of independence in everyday life, and these activities become symbols of continuity. Therefore, 
understanding the meaning of food, as well as the activities which food is part of, are important (Mattsson 
Sydner & Fjellström, 2006).  
The experience of self-determination, freedom and autonomy are described as important for elderly people 
(Edfors & Westergren, 2012; Pajalic, 2013), also in relation to decisions about the purchase of food, food choice 
and meals. In another study, independence and integrity have also been described as positively associated with 
appetite, where being dependent had the opposite effect (Wikby & Fägerskiöld, 2004). This is in agreement with 
the systematic review conducted by Rasheed and Woods (2013), which indicates that individuals suffering from 
malnutrition, partly as a result of poor appetite, are also more likely to experience poor quality of life. 
Independence and “not being a burden” in relation to food and meals are described as central driving forces 
(Lundkvist, Fjellström, Sidenvall, Lumbers, & Raats, 2010). The importance of eating independently is 
specifically noticed in studies of people suffering from certain diseases that affect the eating process. In a study 
among elderly women with Parkinson’s disease, the importance of independence was emphasised, even if the 
disease made them accept help to a certain extent. Difficulties in maintaining independence were most 
pronounced for women living alone (Andersson & Sidenvall, 2001). In another study, participants with eating 
difficulties expressed fear of being dependent (Gustafsson et al., 2003). Striving to live “a normal life” was 
emphasised, which includes being independent in relation to food and meals. For those with rheumatoid arthritis, 
problems with lifting things or grabbing plates from kitchen shelves, lifting heavy pots or casseroles and cutting 
food on the plate could be a great obstacle to independence. However, the women participating in the study had 
their own ways of managing the situation. Special scissors allowed them to open milk packages easily and to cut 
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food on the plate. Carrots could be eaten cooked instead of grated. Thus, independence could be maintained 
through creativity in adaptation and simplification of cooking methods.  
Although independence is highly valued, many people with eating difficulties need help from other people 
sooner or later in order to manage their eating situation (Fennell, Phillipson, & Evers, 1988; Hockey & James, 
1993). The home-delivered meal has been described as a symbol of dependency even for those without specific 
eating difficulties (Pajalic, Persson, Westergren, Berggren, & Skovdahl, 2012). Various life events, for example 
the passing away of one´s partner, may lead to elderly people moving from independence to dependence (Edfors 
& Westergren, 2012). Illness is another example, which may also influence gender roles concerning food, 
making the wife the “food-receiver” and the husband the “food-giver” (Fjellström, 2009). In a study of stroke 
patients, negative feelings of dependency as well as feelings of abandonment and loss, were described by those 
having eating difficulties as a result of their stroke (Carlsson et al., 2004). Feelings of dependency were obvious 
during the meals, where risks of spilling, coughing and not being able to manipulate the food on the plate were 
reported. Two types of losses were described: the loss of function in relation to eating and the loss of the 
possibility to perform certain activities in relation to food and eating. In another study by Jacobsson et al. (2000), 
the problem of asking for help was further described, as well as the difficulties of dealing with feelings of 
clumsiness and uncertainty. Medin, Larsson, von Arbin, Wredling and Tham (2010) also described the 
difficulties concerned with receiving help from others, such as unknown people cutting the food on the plate and 
having to be fed by others. Lack of control regarding speed and rhythm was extremely troublesome, as well as 
obtaining appropriate sized pieces of food (Medin, Larson, von Arbin, Wredling, & Tham, 2010). Being fed has 
been associated with feelings of humiliation (Jacobsson et al., 2000).  
5.3 Managing the Meal Situation 
Different strategies to manage the eating situation are described by home-living elderly people with motoric 
eating difficulties. Common strategies to maintain independence were, for example, simplifying cooking and 
eating, and eating more cold meals and snacks (Andersson & Sidenvall, 2001; Gustafsson & Sidenvall, 2002; 
Mattsson Sydner et al., 2007; Lundkvist et al., 2010). Fewer cooked meals and more cold meals and 
snack-events with coffee and cake have also been described as frequent in other studies, especially among 
elderly people living alone (Sidenvall et al., 2001; Edfors & Westergren, 2012). Those who lived with a partner 
more often described how they ate “proper meals” (Gustafsson & Sidenvall, 2002). “Less elaborate meals” have 
been described as a result of having specific eating difficulties, but also as a result of loss of appetite, frailty and 
loneliness (Mattsson Sydner et al., 2007).  
Lowering ambitions and using familiar products, ingredients and dishes are also common strategies employed to 
maintain independence (Sidenvall et al., 2001; Gustafsson et al., 2003). Cooking something new can be 
exhausting so by using previously tested dishes, no recipes are needed and the process is perceived as much 
easier (Sidenvall et al., 2001). Some women with tremors choose to eat with a spoon in order to be able to eat 
independently, even though they commented on the fact that it was not culturally correct. The women who had 
suffered a stroke concentrated on being able to control their movements and activities again. If they could not 
cook themselves, being able to buy convenience food could be seen as a deliberate choice, at least in a 
transitional phase. This was a way of showing independence and managing the meal situation in relation to what 
and when to eat, despite the disease (Sidenvall et al., 2001; Gustafsson et al., 2003).  
Having eating difficulties is described as something that has to be controlled and managed in every meal 
situation. Medin et al. showed that eating safely and eating properly were two expressions used in trying to gain 
and re-gain control of the eating situation even 6 months after a stroke (Medin, Larson, von Arbin, & Wredling, 
2010; Medin, Larson, von Arbin, Wredling, et al., 2010; Medin, Windahl, von Arbin, Tham, & Wredling, 2011, 
2012). To eat safely meant to eat without unwanted consequences such as choking and spitting, and eating 
properly was an expression for eating according to the cultural norms and values. In order to have control, the 
entire eating process is described as being an extremely conscious act. What to eat, the texture of the food, how 
to chew it and how big the bites should be, are some of the questions that have to be dealt with in every meal 
situation. Managing the meal situation may also include avoiding specific food as well as certain social contexts.  
6. Conclusion 
This literature overview showed several important aspects in understanding the food and meal situation among 
home-living elderly people with motoric eating difficulties, including nutritional status, food choice and 
preferences as well as the entire meal situation. Motoric eating difficulties make the important meal situation 
problematic in an already vulnerable group of elderly people, and may lead to decreased well-being and health in 
terms of risk for malnutrition and social isolation. Eating difficulties lead to the need for several adaptions with 
www.ccsenet.org/jfr Journal of Food Research Vol. 4, No. 1; 2015 
31 
 
regard to food choice and preparation, as well as eating frequency. Experiences of guilt and shame may also 
affect the meal situation, resulting in social withdrawal. Eating difficulties often result in dependency on others 
during the meals. At the same time, independency is highly rated among the elderly. Supporting new preventive 
actions regarding food and meals such as the development of new and refined eating aids, may increase the 
possibility of an independent living. Furthermore, the importance of developing and enhancing food with respect 
to nutrient content and sensory liking as well as entire meal concepts that can be used together with these eating 
aids, should also be considered in order to promote health and to prevent malnutrition. In this respect, more 
attention should be given elderly with eating difficulties, focusing on food choice and preferences, as well as 
how to arrange for help and assistance regarding purchase and preparation of the food, and the actual eating 
situation. 
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